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Yetkin drew our attention to the difference by
gender ratio between mesothelioma with occupa-
tional asbestos exposure (occupational MM) and
that due to environmental asbestos exposure
(environmental MM), and pointed out the predomi-
nant aetiological role of environmental asbestos
exposure for mesothelioma in the rural parts of
Turkey as opposed to occupational exposure in most
industrialized countries.1
The difference in the gender ratio between
occupational MM and environmental MM is attribu-
table to confounding by male predominance in
asbestos-exposed occupation. A significant associa-
tion between environmental MM and female has also
been reported in a Turkish cohort.2 Our study also
found an apparent difference in the gender ratio
between occupational MM and environmental MM.3
Considering only environmental MM, the proportion
of female in our survey (4/11) was similar to the
percentage (42%) mentioned in Yetkin’s letter.1
Considering only subjects with occupational asbestos
exposure (without controlling for intensity of ex-
posure), we found a significantly higher proportion
of female (4/32) among occupational MM patientsThe association between gender, smoking statu
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med.2006.01.028than asbestosis patients (1/67). After controlling for
smoking status, we found no significant association
between female and occupational MM (see Table 1).
Our findings corroborated the results of a German
cohort study that suggested no association between
gender and mesothelioma.4
On the other hand, we found a significantly
higher proportion of non-smokers among occupa-
tional MM patients than asbestosis patients (see
Table 1). This may be explained by survival
disadvantages due to tobacco-related diseases
including lung cancer that may occur before the
occurrence of mesothelioma.
While we appreciate the different epidemiology
between different regions, perhaps we should also
focus our attention on regulatory measures that are
important for containing the risk of mesothelioma in
all regions. After all, an important rationale for
classifying asbestos exposure may be to identify the
hazard source and implement control measures. Un-
like asbestosis for which there may be a threshold
exposure level,5 a definable practical exposure levels
below which there is no appreciable risk for the
carcinogenicity of asbestos does not exist.6,7 Further-
more, the national trend of mesothelioma is asso-
ciated with the import and consumption of asbestos.8
Thus the most effective measure for containing the
risk of asbestos is probably banning the use ofs, and occupation-related malignant mesothelioma
5% CI) Adjusted OR for MM (95% CI)
Among ever-smokers: 3.0 (0.2,
50.2)
Among non-smokers: 0.6 (0.4, 1.1)
Male: 5.0 (1.1, 22.8)y
Female: NA
confidence interval; NA, not applicable.
versus 67 occupational asbestosis patients.
ed.
ARTICLE IN PRESS
LETTER TO THE EDITOR1124asbestos. In Turkey, informing the danger and
prohibiting the use of asbestos-contaminated soil
might have helped to reduce the risk of mesothelio-
ma.9 Alongside banning of asbestos in developed
countries are the problems of man-made mineral
fibres (MMVF), which have been introduced to replace
asbestos. Besides higher costs, the use of MMVF has
been compounded by possible carcinogenicity asso-
ciated with refractory ceramic fibres and E-glass
fibres.10 This controversy awaits further evaluation by
cohort studies that apply modern techniques to
address critical issues such as the type of fibre, size,
duration and intensity of dust exposure.References
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